Professor ofSocial Medicine, University ofBirmingham: There is at present no general agreement as to the place of social and preventive medicine in the undergraduate curriculum, and the subject matter, time allotted, and policy in respect of examination, vary considerably from one university to another. This is not to say that most people cannot agree on a number of topics which should be included in the syllabus, for example the organization of medical services, the work of the preventive services, and (in association with the clinical departments) consideration of the social complications of illness. But it is somehow unsatisfactory that we are unable to define the contemporary role of the subject in simple terms.
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To justify a conspicuous place in the medical curriculum a subject should, I believe, satisfy one or both of two requirements: it should embrace a field of knowledge relevant to medical problems (as do anatomy and physiology); or it should train students in a practice which they will use in their later work (as does obstetrics). Both requirements were met by traditional public health teaching, which had its academic roots in bacteriology and the epidemiology of infectious disease, and its practical application in the public health services.
This justification is no longer entirely adequate. In the first place the epidemiology of infectious disease no longer provides a satisfactory academic basis for social and preventive medicine in Western countries where, in consequence of the effectiveness of preventive measures of all kinds, the problems have changed. For example, investigation of infant mortality when the rate is below 30 is no longer mainly in the field of infectious disease. Secondly, recent experience of postgraduate teaching in public health indicates that the number of medical graduates who wish to enter the field is smaller than formerly. No doubt this is attributable, at least in part, to the changes brought about by the National Health Service Act of 1946. But until the future of the preventive services is much clearer than it is to-day it seems unlikely that the number of doctors attracted by a career in public health will be greatly increased.
Our university establishments in social and preventive medicine are now on an altogether more ambitious scale than the modest departments which they replaced. They require more substantial justification, for they cost more to maintain; and they should have more that is worth saying, since they ask for more time on the curriculum in which to say it.
I believe that our main task in social medicine is the identification of an adequate academic basis for the subject; and it is on our success in this that our success in teaching finally depends. When it is shown that social medicine can solve problems which everyone will agree are worth solving, by methods which are either new or inadequately exploited, many of the present formidable teaching difficulties will disappear. If this is not done, no amount of good intention will furnish a substitute.
Professor R. H. Parry, Medical Officer of Health, Bristol: Much confusion would be cleared up if the medical profession could agree that the terms "public health", "preventive medicine", and "social medicine" are not synonymous. This is also the view of the members of the Committee on the Teaching of Preventive Medicine and Public Health of the American Medical Colleges, who wrote thus in their Final Report (1945, J. Ass. Amer. med. Coll. 20, 3, 152): "It (i.e. the Committee) believes that a general recognition of the fact that these (i.e. preventive medicine and public health) are not synonymous terms would be a distinct contribution to clear thinking and preciseness of expression." The problems represented by the three terms are not the same and the approach to them is from rather different viewpoints. "Public health" conveys the idea of health as a community possession and infers organized community effort to safeguard it. "Preventive medicine', although it needs knowledge of disease casualties, narrows the view to that aspect of medicine which deals with prevention of disease and its consequences; "social medicine" concentrates on the social environment, in its widest sense, which affects health adversely and it assumes the need for the treatment of social conditions as well as of the patients. The terms "preventive" and "social medicine" were brought into use, in our medical schools at least, in an attempt to stimulate clinicians to approach disease from an etiological point of view.
In no subject in the medical curriculum is the attitude of mind of the teacher more important than in preventive medicine. Teachers of preventive medicine feel very aggrieved that their subject should be classified as "para-clinical", with all that the term infers in regard to the relative importance to the patient of prevention and treatment. Surely it must have its repercussion on the mind of the student.
After twenty-two years' close association with the problem I believe that: (I) Whereas at the present time the medical undergraduate is taught public health, preventive and social medicine as one discipline, there are, in fact, three different aspects with three separate approaches.
(2) Whilst the teaching of the subjects mentioned should be organized and co-ordinated from one department, several teams of teachers are required to carry it out.
(3) Undergraduate teaching of these subjects should be given throughout the whole period of medical training.
(i) The anatomists and physiologists discuss the minute structure and functioning of the body. Is it not most important for a practising doctor to know how all the muscle nerve preparations, all ductless glands, and the brain itself react-not to electrical stimuli, but to the impulses that reach the individual from the environment at home, at work, or even in the committee room? And the time to teach this aspect is whilst the student is busy studying the anatomy and physiology of the body. The curriculum during the second and third years might read thus-human anatomy, human physiology, and normal man as a functioning unit in his environment. The future medical practitioner would thus have his attention drawn early in his training to man's habits, to his home, to his community-in fact, to man's normal environment and to man's reaction to that environment.
(ii) The medical student should become acquainted early in his training with the stimulating story of the progress of the fight for health against disease, from the social as well as the medical aspect.
(iii) No one would deny the importance and the value to any teaching department of its being also concerned with research. At the same time, the task of showing the future practitioner the right road to the clinical practice of medicine should not be sacrificed to the needs of a research programme.
(iv) During* the years of his clinical training the student's attention should be directed to the social and preventive aspects of disease at the bedside. This could best be done at case conferences by a physician who has made a special study of these aspects -of the particular case under discussion. This-in turn should lead to a discussion of the public health problems of community groups. It is only by this approach that we can achieve worth-while integration of teaching. Ini this way the problems of infant mortality, of maternity, of the school child, of old age and industrial welfare, the control of infectious disease and the epidemiology of non-infectious disease may with advantage be discussed by the public health specialist whilst the students are attending clinical instruction.
I suggest the syllabus in preventive and social medicine and public health for the undergraduate ihiedical student should include the following: I. A study of the normal person in relation to his environment-domestic, industrial, school, &c. -II. The outstanding events of public health history.
HI.I Methods: The practical approach to public health problems, including the use of vi-tal and mortal statistics, research into group problems, &c. IV. The public health problems of special groups in the community-maternity, infants, children under 5, adolescents, old age, industry. V. Epidemiology: infectious and non-infectious diseases. * VI. The social aspects of disease in association with bedside teaching. VII. (Course of lectures and/or discussions in the final year to assess and summarize the problems. Such teaching should be co-ordinated from one department. A team of teachers would be needed, lbtit each must be interested in the problem, from the preventive aspect.
Section of Epidemiology and State Medicine
The problem of the build-up of a Department of Preventive Medicine is being approached in various ways. In some universities a full-time professor has been installed, some with a bias towards industrial medicine, others towards social medicine, and others towards public health. There still remain a few, old-fashioned departments where the medical officer of health is still the professor or lecturer in charge of the undergraduate training in preventive medicine. Often he is accused of being so busy with his routine work that he is unable to develop to the full his. University department. I would suggest that this is not an adequate reason for destroying a well-tried organization, which we are apt to do far too often these days. Why not try to preserve what is best of the old and to build on a secure foundation? Further development can be achieved by adequate staffing. A field for research and for demonstration in public health and preventive medicine is as essential for the professor of preventive medicine as are hospital beds for the clinical professor. I am well satisfied that the best method of providing these facilities is by combining the posts of health officer and lecturer.
Dr. J. H. F. Brotherston, London School of Hygiene and Tropical Medicine: The primary object of medical training is to teach the medical student to be proficient in diagnosis and treatment and to provide him with an adequate scientific basis on which to build his knowledge. But the student must also learn to practise his art in the natural surroundings of the people with whose problems he must deal. Here is a dilemma of medical education in which we have a special interest. For technical reasons medical education has been withdrawn into the teaching hospital where problems of clinical pathology can be isolated from their surroundings to permit greater concentration of study. This arrangement has obvious advantages. For the student, however, the transition from the teaching hospital to practice outside may be an abrupt and harmful one. Dealing with patients in hospital where they are seen stripped of their identifying environment, may encourage an impression that the study and management of disease can be separated from that of the diseased individual and his surroundings. The future doctor should study the problems of his patients and his community in the light of environmental stresses, prevailing patterns of behaviour and belief relating to health, and the social institutions and services available to give help.
The student is familiar with the study of the pathological process in the individual, but he mus' also be persuaded to see problems of health and disease in larger ecological terms, as the results of interactions between human beings and their physical, biological and social environment. In this larger sense, diagnosis becomes the function of epidemiology, using the wider meaning of the word. With medical students, the objective in this part of the teaching is to arouse curiosity and interest combined with a critical approach, so that they may have some understanding of how to sort out the large problems from the small and in order that some of the associations of these problems may be seen. This gives some idea of what and where to attack in order to control and prevent. The study of treatment with this dimension added comes close to the traditional field of public health teaching. It is concerned with the control of environmental factors not only in the interest of the community but for the individual patient and his family, it relates also to specific preventive measures and to the problems of medical care. This part of the work is increasingly important as medicine becomes more and more a field of public policy. It would be ludicrous as well as unkind to send students out into a world of state medicine without telling them a little about the geography of that world.
There is another aspect which must be stressed. To diagnose correctly, and to know the appropriate treatment is not enough. The treatment must be applied to be effective. There is a problem of persuasion and education which constantly faces the doctor in practice. Medical training can result in a somewhat mechanistic outlook. Treatment may seem to follow diagnosis as night follows day. The unco-operative patient sometimes receives short shrift in hospital. Inside this little medical empire the doctor may scarcely take the time to explain. But outside hospital the new doctor will find himself in a world where the medical writ does not run. He has to practise among people who do not necessarily adopt the same process of reasoning as he does. It is worth while that the student should learn in time the need to understand the beliefs, prejudices and habits of his patients. It is useful, too, if the student can learn that he himself may carry as heavy a load of prejudices as anyone, and that these may hamper him in what he is trying to achieve for his patients.
So far as the methods of teaching are concerned, there is no blue print which outlines how the job should be done. The methods must be adjusted to each medical school. It is important to bring some of these concepts to the notice of the student before he starts his clinical training and his vision is confined within the hospital ward. Some of the teaching can be done by didactic lectures and specially arranged demonstrations, but it will lose in effect if it remains entirely peripheral to the students' clinical interest. Expedients which relate some of the teaching to the clinical work in the wards, and which bridge the gulf between that work and the outside world are valuable. From this point of view our experience with combined.case conferences in the Children's Department at Guy's Hospital has been interesting and useful. There is great advantage in being able to relate the teaching to the problems and services of a known community, but the complexity of a vast metropolitan area such as London is apt to be confusing to the student.
In conclusion it must be emphasized that we are dealing as much with attitudes as with the imparting of facts. But we do not know enough about the attitudes of medical students to their community responsibilities. The time is ripe for some study of the attitudes which the student brings with him to the medical school, and the effect upon them of his medical training. [December,21,'1951 This meeting would surely have been blessed by William Farr, and perhaps it is not too fanciful to feel that it has some continuity with his years of endeavour and toil to demonstrate the wastage of infant life and the factors associated therewith.
No doubt our infantile mortality of 30; a death-rate of 1.5 per 1,000 youihg children between one and five years and of 0-6 per 1,000 at school age, would have been beyond his most optimistic expectations. But because we have reached that point in coping with the causes of death, we can begin to study and measure the causes, the incidence and the types of illness in infancy and childhood. Yet we soon realize that our knowledge of morbidity in the community is of a degree comparable with that of mortality before the registration of deaths became obligatory and the Office of the Registrar-General was established. We have certain rather inaccurate and incomplete evidence concerning a few notifiable diseases, but, so far as the infant and young child are concerned, there is no method of measuring or describing the illnesses except by prolonged and detailed observation of a proper sample group.
At present I know of only five studies designed to give this information. They have each been organized and are being conducted with emphasis on slightly different aspects of the problem, but together in a few years they should increase materially our knowledge of the illnesses ofearly childhood.
In America there is the detailed clinical and bacteriological investigation of fifty-seven middle-class families carried on by Dr. Dingle and his team; in England there are the studies in progress in Oxford established by the late Professor R. A. Ryle; Dr. Douglas' survey studies of nearly 14,000 children born in many different parts of England and Wales in a particular week in 1946; the survey of Professor Grundy and now of Dr. Dykes, in which the sickness experience of all the infants born in Luton during 1945 has been recorded.
Our investigation in Newcastle upon Tyne is designed to measure the frequency and describe the types of illness in infancy and early childhood. Essentially it is a clinical study of illness in a group of infants, representative of the population of the city, against the background of their social environment. Under peculiarly favourable circumstances we were able, in 1947, to enrol as a study group all infants born in Newcastle over a period of two months. Through regular and special visiting by health visitors and doctors, and the collection of other data, we have built up, episode by episode, a clinical record of each child's illnesses from 1947 to the present time. At the beginning we enrolled 1,142 families and now, after almost five years, 870 remain; 49 children have died, 8 families have withdrawn from the investigation and the remaining 215 families have removed from the city.
The survey has been organized and developed with four basic principles in mind:
(1) The investigation is designed to answer a precise question.
(2) That question is worth answering and has not hitherto been answered.
(3) The survey, involving as it does families and other doctors, must be ethically justified and sensitively carried out.
(4) The fundamental necessity is accurate clinical recording; this recording must be used in association with appropriate statistical techniques. I shall illustrate the types of information we are collecting by reference to: (a) The overall morbidity for the first year (Table I) .
(b) The distribution of morbidity of the infectious diseases (Table ID. (c) The incidence of primary tuberculous infection (Table III) . (d) An example of a long-continued family infection.
